Background: To describe hospitalisations of nursing home (NH) residents in Germany during their last months of life.
Background
The present foreseeable demographic development in Germany shows a strong increase in the proportion of older people in the total population, which is even stronger than in most other developed countries [1] . Due to the reduced mortality rate, a very dynamic development will take place in the higher age groups, especially the oldest old. In 2050 one third (36.7%) of the German population will be 60 years and older, 12.1% will be more than 80 years old (2001: 24.1% and 3.9% respectively).
Older persons are more dependent on medical and nursing care facilities than other population groups. Among all persons 75 years and older in Germany 23% were dependent on permanent care (in 2001), for persons 90 years and older the probability for permanent care dependence was 60%, with a much higher percentage in women (65%) than in men (42%) [2] . Nursing home residents represent a group with a particularly high demand on medical and nursing care. In 2001, two million Germans have been in need of nursing care and 604,000 persons have been institutionalized in 9,165 nursing homes (NHs), with a decreasing trend for family care and an increasing trend for institutional care at the end of life [3] .
Recent studies indicate that approaching death, rather than age, may be the main demographic driver of health care utilization and costs [4] [5] [6] . Due to the concentration of expenditures at the end of life, provision of adequate medical care for frail disabled older persons is of particular relevance for the health care system. Despite limited financial resources the special needs of care dependent old persons must be met.
In Germany, a relatively comprehensive system of social insurance has been built in the past, with nursing care insurance being responsible for nursing care, and health insurance for medical care. NHs serve personal care needs (support in the activities of daily living) and specialized nursing needs (e.g. wound care). They do not provide primary health care, which is the domain of general practitioners in Germany. Nearly all cases of acute illness are referred to acute hospitals, in contrast to other countries such as the United States and Great Britain, where (sub-)acute hospital care is often provided by NHs. Therefore, the relative contributions of NHs and acute care hospitals must be well defined.
In the United States the relationship between NHs for older persons and hospitals has been studied over years [7] [8] [9] [10] [11] . By contrast, little is known about hospitalisations and their determinants among NH residents during their last months of life in European countries.
The aim of this study was to assess rates of hospitalisations and their determinants among NH residents in Germany before and after nursing home admission (NHA). A first comparison of the rates before and after NHA have been presented elsewhere [12] . The present publication shows the rates during the last months of life of German NH residents.
Methods

Study design and study population
A retrospective cohort study was set up in the cities of Heidelberg, Mannheim and the Rhine-Neckar area, a region with 829.930 inhabitants. The study population included 1926 NH residents who were newly institutionalized between 1 st of January and 31 st of December 2000 in one of the 97 NHs in the study region who applied for benefits from the German statutory nursing insurance system (see Figure 1 ). According to statutory regulations, benefits from the German statutory nursing insurance are provided to those people who need support in the activities of daily living (ADLs) (personal hygiene, nutrition and mobility one or more times a day) because of severe functional or cognitive impairment. Frequency and duration of support determine the level of care benefits. About 98% of all NH residents in Germany receive such benefits [3] . The benefits are granted contingent upon the results of a standardized medical examination carried out by the medical service of the health insurance plans. In this retrospective cohort study, we linked sociodemographic data as well as data of these medical examinations with followup data regarding hospitalisations from the health insurance plans. For logistic reasons, the sample was restricted to members in either one of the eight largest health insurance plans, which cover about 80% of the population.
During the study period 792 participants died. In this analysis, we will refer to this sub-cohort of deceased persons.
The study was entirely based on administrative and anonymously analysed data by the medical service of the health care insurance in Germany and of the pertinent health insurance plans and was approved by the Ethics committee of the University of Heidelberg and by the responsible state commissioner of data protection.
Baseline examination
The standardized medical examinations by the medical service of the health care insurance plans consist of a physical examination as well as a detailed interview (using the help of relatives or care givers if necessary) and careful observation of the applicant. They are carried out by trained physicians according to written guidelines that describe all medical, functional, and social aspects that need to be taken into account. The final decision for qualStudy design: Time windows for standardized medical examination (T1), Nursing home admission (T2) and death (T3) Figure 1 Study design: Time windows for standardized medical examination (T1), Nursing home admission (T2) and death (T3).
ifying for the benefits is made by a physician, taking into account routine data, but also specific individual particularities of the applicant. Re-examinations are carried out in case of further applications for a higher level of benefits from the nursing care insurance, in case of changes in care status, but not in every case of NH admission (NHA). Thus the date of this examination is not in every case very close to the date of NHA. Nevertheless nearly 60% (N = 459) of the examinations took place within three months before or after nursing home admission, another 20% (N = 157) within 1 year around NHA, whereas 95 (12%) examinations were more than 1 year away from NHA. In 10% of all records, the date of baseline examination was missing.
Medical diagnoses describing the underlying medical causes of dependency on permanent care are documented in rank order according to their relevance for impairment in the standardized medical examinations. For this analysis, the main medical cause (i.e., the diagnosis ranked first by the physician) was coded according to the International Classifications of Diseases 9 and 10 ( Table 1) .
The medical examination provided detailed information on the level of dependency and time of care required regarding basic activities of daily living. In 10% of these medical examinations only the total time for need of help was given. Therefore the level of care dependency was divided in quartiles of this total time variable for this analysis.
Age was determined at the time when entering the NH.
Follow-up variables
Longitudinal information on hospitalisations and deaths until 31 st of December 2001 was extracted from records of the pertinent health insurance plans. Admissions to acutecare hospitals with length of stay during the follow-up period were registered (see Figure 1 ). In addition to the dates of hospital entry and discharge, the leading diagnosis for hospitalisation as given by the acute care hospital at discharge, as well as hospitalisation costs were extracted from the records. The discharge diagnoses were classified according to the International Classifications of Diseases 9 and 10.
Statistical methods
Individual person-times at risk were calculated from the date of nursing home admission to the end of life, subtracting the time spent in hospital. For two of the largest health insurance plans data about hospitalisations before NHA was available for a subcohort of 559 deceased persons. Thus, for this sub-cohort the transfer status into NH from hospital or home could also be considered.
Results
Sample characteristics
Major sample characteristics are shown in Table 2 ).
No clear relationship was found between dependency on level of care and the rates of hospitalisation. If anything, a weak inverse trend was seen (namely the higher the dependence on permanent care, the lower the relative time spent in hospital), which persisted after controlling for age in additional analyses.
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The rates for people who could be observed for more than one year after NHA increased in the same manner and dimension as for residents with short NH stay ( Table 2 ).
The leading causes of hospitalisations during the last months of life (Table 3) were cardiovascular diseases (N = 146, 17.2%), infections (N = 104, 12.2%), diseases of the digestive system (N = 93, 11.0%) and injuries (N = 78, 9.2%). Pneumonia and influenza were the cause for hospitalisations in more than half of the group of infections N = 62 (7.3%). Cardiovascular diseases accounted also for the largest share of time spent in hospital (15.6%), followed by infections (12.6%) and psychiatric diseases (11.4%).
The leading causes of costs during the last months of life were nearly the same as the leading causes of hospitalisations, namely cardiovascular diseases (15.6%), infections (12.9%) and in the same ranking injuries (10.4%) and diseases of the digestive system (10.0%).
Main diagnoses of last hospital stay for those who died in hospital were cardiovascular diseases (N = 48, 21.0%), diseases of the respiratory system (N = 41, 17.9%) and infections (N = 31, 13.5%). The same rank order and nearly the same proportions were found for the last hospitalisation of those who died within 3 days after discharge.
Discussion
A cohort of 792 persons who applied for benefits from the German statutory nursing insurance system and who were newly admitted to a NH in the year 2000 was retrospectively observed from NHA to death. To our knowledge, this was the first European longitudinal study regarding hospitalisation rates in the last months of life in a population-based sample of NH residents.
NH residents who died after NH stay of more than 1 year spent 5.8% of their last year of life in hospitals. Relative time spent in hospitals increased from 5.2% twelve months before death (N = 139 persons) up to one quarter of time in hospital during the last week of life (N = 769 persons). No major differences in hospitalisation rates during the last months of life could be observed concerning age, gender and duration of stay in NH. However, for all observed subgroups rates increased strongly during the last weeks of life.
The findings of increasing hospital rates before death are consistent with results of longitudinal studies from the US [13] [14] [15] . Along with the absence of major differences of hospitalisation rates according to age this pattern underlines findings from other studies, that health care costs are more directly related to proximity to death than to age [5, 16, 17] .
Like in a previous study among handicapped communitydwelling older people from Germany [18] , there was no clear relationship between level of care dependency and the rates of hospitalisation. If anything, a weak inverse trend was seen (namely the higher the dependence on permanent care, the lower the mean duration of stay per hospital transfer, and the relative time spent in hospital), which persisted after control for age in multivariate analyses.
During the last months of life, no major differences could be observed between the rates of those residents who stayed in NH for more than one year, and those who had lived in NH for less than one year, which underlines further the importance of proximity to death as the key trigger of increased hospitalisation rates.
Overall, the hospitalization rates of deceased NH residents found in our study are much higher than corresponding rates from the United States. Besides the differences in health care delivery and payment systems, lower rates in the US may partly be explained by wide spread use of do-not-resuscitate (DNR) orders [19] , although DNR-orders do not directly deal with hospitalization. Culberson et al. (2005) saw a small effect of 'Donot-hospitalize' (DNH)-orders, which are though quite less frequent than (DNR)-orders in the US. Both, DNRand DNH-orders are still quite uncommon in Germany. According to Teno (2004) , subconscious benign neglect is another more likely explanation for lower hospitalisation rates in the United States.
Comparing our results with those of Bickel (1998) who reported an overall time spent in hospital during the last year of life of 9.3% in a representative population study of deceased persons in the same region of Germany, the relative time spent in hospital by deceased NH residents may appear to be lower than in the general population. Additionally, death in the general population in the study of Bickel occurred in hospitals in about half of the cases (49.7%), a proportion which is much higher than in our study (29.7%). The reasons for the lower proportion of time spent in hospital during the last months of life of deceased NH residents compared to the general population might reflect a trend to deal more cautiously with hospital transfers of frail old people and to avoid hightechnology interventions [7, 18] or 'risky' treatments with uncertain benefit in the oldest old [20, 21] . Additionally, the lower rates for the oldest old (aged 90 years and older) underline findings in the general German population that with advancing age, the utilization of NHs and ambulatory services rise steeply, whereas the probability of hospital treatment decreases [22, 23] .
There is a widespread discussion about further reduction of hospitalisation rates of NH residents during their last months of life. In the interpretation of our data, the following limitations should be kept in mind. Our analysis is based on data collected during medical examinations that were not performed for the specific purpose of this study. Unfortunately we could not consistently classify variables for mental disorders and specific activities of daily living, because 1-2 years before the time window of the present study, the classification system for the medical baseline examination changed, and thus data-records were not consistent in these variables. However, we were able to quantify the dependency with respect to ADL according to a summary variable of the average time for need of care per day. It has been shown that this time variable is strongly correlated with the restrictions on various ADLs [31, 32] .
Notwithstanding these limitations, our study extends the scarce database on hospitalisations among older disabled persons in Europe. It will provide important baseline data for assessing the impact of major changes in the social security system which are currently implemented in Germany, including implementation of a DRG-based prospective payment system.
Conclusion
Our study indicates that proximity of death is the most important driver of health care utilization among NH residents. The relation of age or gender to health care expenditures seem to be weak once time to death is controlled for. Duration of NH stay does not markedly change rates of hospitalisation during the last months of life.
